An 84-year-old man presented with three-week history of painless ptosis of the right eye. About three months ago he had an attack of iritis which was attended to by an ophthalmologist and treated successfully. Otherwise there were no other associated symptoms, either prior to or after the onset of ptosis. About nine years ago he was found to have hypertension during the evaluation of a transient ischaemic attack. At presentation he was taking sotalol, nifedipine and warfarin, which he has been taking for the last nine years. Until the onset of ptosis he was still playing golf regulary.
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Physical examination revealed an elderly gentleman, in good general health, who had walked independently into the clinic. He had complete ptosis of his right eye (figure 1) with complete palsy of cranial nerves III, IV and VI on the right side. His right pupil was dilated and not reacting to light, either directly or consensually. There were no other neurological signs and rest of the examination was unremarkable. The nasal passage was clear and a right antral washout performed under local anaesthesia was also normal for cytology and culture. Chest X-ray, full blood count, clotting profile and routine biochemistry, including random glucose, was normal. A computed tomography (CT) scan was unhelpful in arriving at a diagnosis. Subsequently a magnetic resonance imaging (MRI) scan (figure 2) was done which showed the lesion.
During the process of investigations he was admitted with general deterioration and died before any treatment could be offered to him. Yusuf, Mishra Answer Possible causes of ptosis with ophthalmoplegia are listed in the box. In this particular case bleeding due to over-anticoagulation was another possibility.
Because of involvement of cranial nerves III, IV and VI, a tumour involvement was considered to be the most likely cause, hence MRI of the orbit and base of the skull was done (figure 2) which showed a large mass occupying the posterior ethmoid and sphenoid sinus with destruction of clivus and invasion into the right orbit. Post-mortem examination showed that he had suffered a full thickness myocardial infaction. A pink lobulated tumour was also found, filling the ethmoid sinus and extending around the pituitary fossa with no evidence of distant metastasis. Histological examination showed it to be of anaplastic variety.
Discussion
Malignant neoplasms of the paranasal sinus are rare, accounting for only 0.2% to 0.8% of all neoplasms with an incidence of less than 1.0 per 100 000 per year.' Squamous cell carcinoma is the most common variety and the maxillary sinus is most frequently involved."2 Carcinoma of the ethmoidal sinus is rare, accounting for only 13% to 19% of all paranasal neoplasms. Facial pain, facial swelling, nasal obstruction, and epistaxis is the most common presenting feature.2 Up to 59% of patients with a paranasal tumour have some sort of orbital involvement, with up to 34% having orbital symptoms and signs at the time of initial hospitalisation.
Cranial nerve involvement and ophthalmoplegia is a recognised feature of paranasal tumour, however, presentation of paranasal tumour in this fashion is rare. The only other similar reported case in the English literature is of a 79-year-old Chinese woman who had nonHodgkin's lymphoma of the ethmoid sinus.' In her case ophthalmoplegia was preceded by a four-week history of pain on the right side of her face. In another case, a papillary carcinoma of the sphenoid sinus in association with an abscess resulted in cavernous sinus syndrome. 4 There are two other cases in the Japanese literature, one of which was a paranasal malignant lymphoma causing bilateral ophthalmoplegial and the other an adenoid cystic carcinoma of the sphenoid, resulting in cavernous sinus syndrome.6 Our patient was unusual in that ophthalmoplegia with complete ptosis was the only symptom on presentation and remained so during his brief period of survival.
Ptosis (drooping of the upper eyelid) may be the result of paralysis of the levator palpebrae superioris, which is a mixture of striated muscle innervated by the oculomotor nerve and smooth muscle innervated by sympathetic nerves. Hence, myasthenic or myopathic weakness of the levator palpebral superioris or a defect of sympathetic or oculomotor nerve innervation results in ptosis. In some circumstances lesions affecting the eyelid, eg, oedema, tumours, involutional (senile-degenerative process) can also result in ptosis. 
